Another cause of intraluminal irritation and diarrhiea is lambliasis or infestation with other protozoa such as Trichomonas hominis.
Further, there 'are a few miscellaneous conditions, difficult to classify, such as the'diarrhoea following vagotomy, liver cirrhosis or congestive heart failure.
Investigation ofSmall Intestine Diarrhaa After taking the history and routine physical examination, the>first essential is to inspect the whole stool which should be collected in a bed pan. One glance may be sufficient to diagnose steatorrhoea. If blood is present it should be noted whether it is intimately mixed with the stool or just on the surface. After a rectal examination, sigmoidoscopy should be performed without initial preparation. A preliminary enema may wash away vital evidence, such as blood and mucus. An excess of frces in the rectum prevents a complete view in these patients. A suppository may be inserted and the patient re-examined twenty minutes later after a bowel action. 'The first laboratory investigations are simple: the hemoglobin, blood film and sedimentation rate, together with microscopy of the stools and tests for occult blood. The patient should be asked to stop eating red meat or liver, and to avoid aspirin-containing tablets for three days before and during the collection of stools. The urine should be tested. The first X-ray examination may be a plain X-ray of the abdomen. These preliminary investigations may define whether the patient is likely to have diarrhoea due to disease of the' colon or of the small intestine. If This paper summarizes briefly the types of malabsorption and nutritional deficiencies that occur in patients with idiopathic steatorrheea, surgical conditions associated with malabsorption, pancreatic disease and chronic tropical sprue.
Idiopathic Steatorrhwa
Out of 55 patients suffering from this condition and seen at Hammersmith Hospital, only 26 had diarrhoea; 7 of these patients also had episodes of abdominal pain. There was little or no diarrheea in 21 other patients who presented with evidence of nutritional deficiencies, usually either a megaloblastic anxemia due to folic acid deficiency (12 cases) or bone disease due to osteomalacia (9 cases). Under these circumstances, intestinal malabsorption was not clinically obvious and was only found when it was sought. In the remaining 8, both diarrheea and nutritional deficiency were initially present.
The diagnosis in patients presenting with diarrhoea was often suspected when a mild macrocytic anxmia and a low serum calcium level were recorded and was suggested in many when dilated loops of small intestine were discovered on barium follow-through examination (Ardran et al. 1950 , Laws et al. 1963 . Fat balances were not always diagnostic and in 6 out of 31 patients faecal fat excretion was normal. The diagnosis was most readily made by intestinal biopsy which invariably revealed either a flat or convoluted pattern of the jejunal mucosa (Doniach & Shiner 1957 , Holmes et al. 1961 ). The mucosal abnormality appears to involve predominantly the proximal small intestine, for biopsies of the ileum are either normal or less severely involved (Rubin et al. 1960 , Booth et al. 1962 . If the sites of absorption in the small intestine are known (Fig 1) (Booth & Mollin 1960 , Booth 1961 . Steatorrhoea should be controlled with a low fat diet and high dietary protein (Booth 1961 ). An illustrative response to vitamin B12 of a patient who developed megaloblastic anamia following an extensive resection of the distal small intestine is shown. (French et al. 1956 ). This response may occur even when the condition has been present for many years, although recovery is often slow in patients with long-established disease (Booth & Mollin, unpublished data The examination of the small bowel by biopsy, juice analysis and radiographic methods is increasingly interesting. There is controversy regarding the relative merits of ordinary barium 'follow through' examination, and investigation via a duodenal tube.
A single duodenal tube was used by Pesquera (1929 ), Ghelew & Mengis (1938 , Gershon-Cohen & Shay (1939) and Schatzki (1943) . The disadvantage of this technique lay in the uncertainty of a tube passing into the duodenum. To overcome this and to produce a more detailed mucosal examination Scott Harden (1960) evolved a double tube, the inner flexible element sliding within the more rigid outer one. The two tubes were advanced to the pylorus and the inner one pushed through the pylorus into the duodenum. Between 20 and 30 ml of non-flocculating barium, diluted with water to 60-90 ml, was introduced and flushed through the small intestine with up to one and a half pints of water. Magnesium sulphate was added to prevent water absorption by the bowel. 
